Solitary fibrous tumor (SFT) is a rare neoplasm, which is usually presented as a pleural based mass, but can also occur in unusual locations based on its mesenchymal origin. However, the radiologic features of SFT occurred in the ischiorectal fossa have been rarely reported. In this case, we describe the MRI findings in a case of a SFT involving the ischiorectal fossa of a 36-year-old man. The tumor appeared as homogeneous iso-signal intensity relative to the adjacent muscle on T1 weighted images, a mixed high signal intensity on the T2 weighted images, and heterogeneous enhancement following the administration of the contrast material.
Introduction
Solitary fibrous tumor (SFT) is a mesenchymal cell origin that usually occur in the pleura, but the presence of these tumors are currently reported in a variety of extrapleural sites, including retroperitoneum (1) (2) (3) (4) (5) (6) . Because of the rarity of SFTs, information on the imaging features is sparse, and the radiologic features of SFT occurred in the ischiorectal fossa have been rarely reported. In this case, we describe the CT and MRI findings in a case of a SFT that involved in the ischiorectal fossa.
Case Report
A 36-year-old man presented with localized swelling and palpable mass on right gluteal area. The patient underwent lower extremity CT, which demonstrated a 13× 9.4× 6.9 cm solid mass within the right ischiorectal fossa (Fig. 1) . This mass exhibited a homogeneous attenuation, similar to that of adjacent muscle. After contrast media was injected, the mass showed a heterogeneous enhancement.
Subsequently, a MRI examination was performed to evaluate local invasion and the main components of the tumor on a 1.5 T unit. T1 weighted MR images showed a well circumscribed mass of homogeneous iso-signal intensity relative to the adjacent muscle, without invasion of adjacent soft tissue ( Fig. 2A) . The mass was heterogeneous high and intermediate signal intensity including curvilinear hypointense areas on T2 weighted images (Fig. 2B) . Gadolinium enhanced T1 weighted images revealed heterogeneous enhancement, and these variable enhancements were suggestive of mass containing various components such as cyst, myxoid, and necrosis (Fig. 2C) . There was no evidence of enlarged lymph node and distant metastasis in the peritoneal and retroperitoneal space. Tubular structures, which were considered to be collateral feeding vessels (Fig. 3) , were revealed in inferior aspects of mass. These vessels were originated from the subcutaneous fatty tissue of the perineum. The preoperative radiologic differential diagnosis was a neurogenic tumor, leiomyoma, desmoid tumor as preoperative diagnosis.
On laparotomy, a well circumscribed, entirely encapsulated tumor was found in the pelvic cavity and protruding to right buttock area. Partial adhesion with adjacent muscle was completely dissected and there was no evidence of direct invasion. The cut surface showed a whitish yellow solid portion with multiple tiny cysts. Microscopic examination demonstrated the tumor was composed of primitive spindle cells with collageneous area and small vessels (Fig. 4A ). Few mitosis less than 2/10 HPF (high power field) was found. Immunohistochemical analysis of the tumor cells had positive results for CD34, CD68, CD99, Bcl-2, but negative for cytokeratin, S-100 (Fig. 4B ).
Discussion
SFT is an uncommon mesenchymal neoplasm. The extrapleural SFTs have been increasingly reported, and the incidence of extrapleural SFTs is higher than that of pleural lesions (1, 2). To our knowledge, a few reports have described the detailed MR findings of retroperitoneal SFT (3-6).
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-73 - SFTs usually occur in middle-aged adults with no sex predilection (1) . Most thoracic SFTs are asymptomatic at presentation, but extrathoracic SFTs are usually symptomatic. The manifestations are a painless mass or local pressure effects (7) . SFTs are usually benign, but 10% present cellular atypia, hypercellularity, although these findings do not predict clinical aggressiveness (8) . The behavior of extrapleural SFTs is unpredictable, and 10-15% of them show recurrent or metastatic diseases, and surgical excision is curative in almost all cases (1, 7) .
Microscopically, SFT has been described as a 'patternless' pattern, which means a wide range of morphological patterns, from predominantly fibrous lesions to more cellular lesions. The histological findings are consistent regardless of the involved organ (1, 2). These characteristic findings are reflected on MR imagings, especially on the T2 weighted images, rather than CT images. Based on previous published reports, SFTs usually exhibit low signal intensity relative to muscle on T1 weighted images and variable signal intensity on T2 weighted image. The linear or curvilinear hypointense areas on T2 weighted images are correlated with the hypocellular and collagenous sclerotic area (9, 10). These findings were seen in our case, and corresponded well to the abundant collagenous stroma for the pathologic correlation. The high signal intensity on T2 weighted images is correlated with more cellular tissues. Myxoid or cystic changes also show a high signal intensity on T2 weighted images (3, 11, 12) . Our case showed multiple cystic areas on the histologic examination, and these seem to be related to the high signal intensity on T2 weighted images.
The well enhancement pattern of SFTs corresponds with prominent hemangiopericytic vascular spaces that are encountered histologically (5) . A degree of enhancement of SFTs depends not only on a vascular structure but also on histologic factors such as cellularity, myxoid tissue. Thus variable degree of enhancement may be revealed on the contrast enhanced CT and MR images. Our case also demonstrated prominent small vessels with branching patterns, which caused heterogeneous enhancement on the contrast enhanced images.
Large feeding vessels arising from the subcutaneous fatty tissue of the perineum were additionally demonstrated in our case (Fig. 3) . According to a recent published report, large collateral feeding vessels are shown in 35% of SFTs arising from soft tissues (4). These collateral vessels may be helpful for narrowing the differential diagnosis. However, the presence of the collateral vessels is not specific and not seem to be related to histologic subtype of the tumor, and other hypervascular tumors also show these findings (13, 14) .
The ischiorectal fossa is a pyramid shaped space bounded medially by the levator ani muscle and external sphincter muscle. The anterior border and the apex are formed by perineal muscle and obturator fascia, respectively. The tumor involvement of the ischiorectal fossa is usually secondary to direct invasion of primary anorectal, prostate, and sacral tumors, but primary tumor is rare (15) . The primary tumor arising from the ischiorectal fossa is vast, but our tumor in our case should be differentiated from the other solid mass, including neurogenic tumor, desmoid tumor, inflammatory pseudotumor, angioleiomyoma, leiomyoma, and lymphoma (5, 11) . Desmoid tumors are often intramuscular and locally aggressive patterns, which are usually not seen in the SFTs, and a clinical history such as a previous operation and a postpartum period should be considered (16) . Although retroperitoneal schwannomas can be larger tumors, schwannomas are usually less than 5 cm in diameter (17) . However, the imaging finding of above mentioned tumors may overlap that of each other, and SFTs can be considered in the differential diagnosis.
In conclusion, we reports a rare case of an SFT of the ischiorectal fossa that appeared as a well circumscribed, large, solid mass with heterogenously enhancement at CT and MRI. Although the SFT of the ischiorectal fossa is rare, we suggest that SFTs be included as part of the differential diagnosis of the ischiorectal fossa, especially when the tumor shows a hypervasularity and a heterogeneous, high signal intensity on T2 weighted images. 
